excluded before considering this diagnosis. It is difficult to prove that a malignant melanoma has its primary point of origin in internal organs because the possibility exists that it is a metastasis from a small primary tumour elsewhere, especially the skin or eye. The following criteria have therefore been devised by other authors23 which afford evidence to suggest primary occurrence in the lung: Why should malignant melanomas develop in the bronchi when melanocytes are not present, apparently, in the normal respiratory tract? The most likely explanation is that these tumours arise from melanocytes which have migrated along with downgrowth of the primordial respiratory tract during fetal life from the primitive foregut, somewhere between the pharynx and the oesophagus,2 two sites at which malignant melanomas are known to occur. Alternatively, it has been speculated that tumour may arise from areas of squamous metaplasia' in which certain of the epithelial cells have undergone differentiation towards melanocytes, a phenomenon which explains the occurrence of pigmented squamous and basal cell tumours in the skin.56 Melanocytes have also rarely been identified within the basal layer of the squamous epithelium in the larynx of a patient suffering from chronic laryngitis which suggests that a similar change could occur in irritated bronchi undergoing squamous metaplasia.7
The long term survival of patients with primary malignant melanoma is unpredictable but is usually poor. Our patient remains well at 4-5 years following resection with no recurrence or metastases, which is further evidence of the likelihood that this represents a primary tumour. However, conclusive evidence may only be obtained after necroscopic examination. insertion is straightforward and minimally invasive,8 and the stent can be left in place long term without swallowing, voice, or coughing problems. Our patient had a major and sustained improvement of his lung function with disappearance of his airways obstruction. We believe that restoration of airflow was the major factor in this clinical improvement. He still has copious purulent secretions colonised by Pseudomonas due to bilateral bronchiectasis, but eliminates secretions easily and infection is no longer a problem. 1994; 8:1409 8: -11. Thorax 1996 51:226-227 Commentary: yet more to see down the bronchial tree?
Martin R Hetzel
These three case reports illustrate the range of rare conditions that may be encountered from time to time at diagnostic bronchoscopy. Many may at least superficially resemble bronchial carcinomas, but lead to surprises when full laboratory results become available from bronchoscopic biopsy samples. The case described by Collard et al illustrates the usefulness of direct inspection at bronchoscopic examination in evaluating the dynamics of the airway wall. In the case of pulmonary actinomycosis described by Hsieh et al bronchoscopic examination gave the diagnosis by demonstrating a cavitating lesion which could be entered with the bronchoscope and provided positive microbiology samples. Interestingly, however, the authors were cautious in making a diagnosis of actinomycosis alone and were concerned at the possibility of a fungal infection -presumably because of the radiographic characteristics of the meniscus sign and the previous diagnosis of old tuberculosis.
Pulmonary actinomycosis is very rare and many cases are only diagnosed retrospectively from resected specimens (sadly the author's personal experience!) unless stronger clues such as sinus formation onto the chest wall with characteristic sulphur granules are present. The most common misdiagnosis is of bronchial carcinoma and, while some patients may not suffer too much if a resected "cancer" turns out to be actinomycosis, it is of course a tragedy if this rare but treatable disease is completely missed. Confusion with tuberculosis is a further problem, both from the radiological appearance and because Actinomycosis israelii can stain acid fast. Moreover, some reports have described cases of colonisation of tuberculous cavities. Actinomycosis is more common in the lower lobes but upper lobe lesions occur and are then more likely to mimic tuberculosis. In the case described here one presumes that the initial diagnosis of tuberculosis was erroneous. It is interesting to note that rifampicin has been tried in the treatment of actinomycosis' so, if this drug was included in the three-drug regimen used, it might have held the disease under partial control during the previous period of empirical treatment for tuberculosis.
This patient was susceptible to pulmonary actinomycosis from two risk factors -namely, dental sepsis and diabetes. Because of the anaerobic conditions required for actinomycosis to flourish, response to penicillin and other appropriate antibiotics tends to be slow. Surgery alone is unlikely to cure, although surgical drainage is usually recommended where there is abscess formation. Some cases are cured by antibiotic treatment alone. In this case the authors imply that they elected for immediate surgery because of a tentative diagnosis of fungal infection although, somewhat paradoxically, they actually had proof of actinomycosis from their bronchoscopic samples. One might speculate on the possibility of curing this patient with prolonged antibiotic therapy and postural drainage. However, because of the possibility of a chronic infection in a diabetic subject, sacrificing some viable lung at lobectomy was probably still the best management option.
As 
